R. H. Metcalfe, Consultant Orthopaedic Surgeon, St. James' Hospital, London: There is unfortunately, at the present time, a tendency to disregard the human approach in the treatment of all diseases, and, as Sir Harry Platt said, orthopaedic surgeons are in danger of becoming mere "garage mechanics". The treatment of the disease or injury in all patients is naturally an essential, but it must be realized that unless the patient is treated as an individual, and not merely as a "case" of disease or injury, the eventual recovery may well be delayed or incomplete. This concept is especially of importance in the treatment of fractures in the aged. These old people, drawing to the end of their lives, have a natural fear of death, of the immediate future and of what may happen to them on their discharge from the hospital. The only way to combat this fear is to restore the confidence of the patients.
First impressions on arrival in the ward are of the utmost importance, a smile on the face of the Sister or a Nurse and a-cheerful welcome from the other patients are essential. The patient's bed should, if possible, be placed next to a patient with a similar injury, well on the way to recovery.
There are many ways in which happingss can be brought into a ward, simple things like the provision of a birthday cake by the hospital kitchen gives great delight to art old person and makes him, for one day, the centre of attraction. Patients should be told what is the matter with them and a simple explanation given as to the treatment they are to undergo. Unfavourable signs and symptoms must not be discussed in the ward as the "grape-vine" is stupendous. Many old people enjoy nothing more than discussing and comparing their illnesses.
The old voluntary hospitals, many of which were founded on religious foundations, had morning prayers in the ward every morning and this still continues. Recently at St. James's Hospital I have revived this wonderful system and I now start my ward rounds with a simple prayer, in which the patients join, asking for God's help towards their recovery.
After operation, the next essential is to obtain mobility by morning exercises, organized on the class principle under the supervision of a physiotherapist. This mobility can be continued throughout the day by means of "knee-oil", which the patients rub daily into their knees themselves. This gives wonderful exercise to all parts of the body, especially the abdomen and I am sure this is largely the reason why constipation is almost unknown in my wardg. Competition is encouraged and incentive is given to the patients when they start to walk by such a simple device as a bracket on the wall at the end of the ward on which something different is placed every day.
Old people who come in with a fracture often live alone and have not had a real meal for many years. It is often difficult for them to adjust themselves to the larger meals in hospital, although this must be done, as without adequate nourishment the healing of the fracture is undoubtedly delayed. The addition of beer or Guinness, if desired, and extra milk often helps.
Finally comes the question of disposal. Old men frequently find some old lady willing to look after them, but old ladies are set in their ways and find it difficult to live together in harmony. In some hospitals the relatives are asked to sign a form stating that they are willing to take their relatives back into their homes. Unfortunately this bond is frequently broken and the old person is "written off". With the increasing average age of the population the hospitals for the chronic sick are now inadequate. The solution may be the provision of more old people's homes of which there are already a large number in all parts of the country, run either by charitable Societies or by Local Authorities. In these homes old people of both sexes live together in great happiness, they pay what they can afford, the rest being provided by grants from local authorities and the Ministry and about 10 % by voluntary contributions.
Membership of a Darby and Joan Club, or the use of Social visitors, is a great help to prevent loneliness. Old people should be put in touch with such activities before they leave hospital. Mr There were three pathological fractures-a male, aged 67, with a primary reticulum-cell sarcoma of the left humerus; a male, aged 73, with Paget's disease of the left radius; and a male, aged 65, with a parathyroid adenoma and a fracture of the left radius.
There were two deaths-a male, aged 67, and a female, aged 74. 95 injuries, including 22 dislocations of the shoulder, occurred in the shoulder region (Table 11 ). Fractures of the clavicle were treated by a figure of eight bandage and early active movements. 5 had some limitation in movement of the shoulder. 4 involved the outer third of the bone and 1 was complicated by rupture of the middle and inner coats of the third part of the subclavian artery.
Of the dislocations of the shoulder 6 were associated with fractures of the greater tuberosity of the humerus, 4 with fractures of the glenoid fossa, 3 with fractures of the surgical neck of the humerus, and 2 with injury to the radial nerve. Only 1 required operative reduction. All were treated in a collar and cuff and early active movement was the rule. Those with complications had limitation in movement and pain.
FRACTURES OF THE GREATER TUBEROSITY OF THE HUMERUS
Half were associated with dislocation of the shoulder. All were treated in a collar and cuff and by early active movement. Those with displacement had some residual stiffness of the shoulder.
FRACTURES OF THE SURGICAL NECK OF THE HUMERUS
All were treated in a collar and cuff and by early active movements. 30 were impacted and of these 25 had a full range of shoulder movement without pain. 10 were complicated by dislocation of the shoulder, adduction of the lower fragment, fracture of the greater tuberosity or injury to the radial nerve. Of these only one had a fair range of shoulder movement. All united although in 4 there was some delay. 4 had internal fixation. All had some residual stiffness of the shoulder. The two fractures in the upper third were pathological-Paget's disease and parathyroid adenoma. All fractures were treated in a plaster cast and all recovered full function.
FRACTURES OF THE SHAFT OF THE ULNA
There were three fractures of the lower third of the shaft of the left ulna. They occurred in females whose average age was 76. All united with goosl function. COLLES' FRACTURE In 30 % no reduction was required. Some 10 % had comminution of the lower fragment with involvement of the articular surface. Only one was complicated by -rupture of the extensor pollicis longus tendon. There Was considerable bone atrophy in 6. All were treated in a plaster cast and by early active movements of fingers, elbow and shoulder. There was some slight residual deformity in 50 %. Those with comminution of the distal fragment did not recover full movement of the wrist and had some degree of pain. In the aged pain is a greater disability than restriction of movement and, generally, some restriction of movement of the wrist without pain is preferable to a full range of movement with pain. Good results and full function of the wrist without pain were regained by 60%. Fair results with limitation in movement or pain were obtained in 28%. Poor results with limitation in movement and pain occurred in 12%.
FRACTURES OF THE METACARPUS
Of the 18 fractures of the metacarpus 12 involved the fifth metacarpal and 5 the fourth. There was little displacement. All were treated by a bandage and early active movements. All recovered a full range of movement.
FRACTURES OF THE PHALANGES
The terminal phalanx was affected 11 times, the proximal phalanx 6 times and the middle phalanx thrice. In only 3 cases was full mobility not attained.
CONCLUSION
In this series all the fractures united. We may therefore conclude that non-union in fractures of the upper extremity in the aged is not usual. The main problem is the prevention of a stiff and painful shoulder. In a lesser degree this applies to the elbow, wrist and fingrrs also. This is best solved by early active movements even if this means some inadequacy of reduction.
Mr. E. Mervyn Evans, Consultant Orthopedic Surgeon, Glantawe and West Wales: The treatment offractures of the upper end of the femur in the aged.-In the over-70 age group the fracture itself is of secondary importance, except in so far as it is a cause of pain and enforced immobility. Old people do not tolerate these well; they are quick to become irrational or incontinent, to develop bedsores or pulmonary complications, and associated diseases are often present, the treatment of which is hampered by the immediate consequences of the fracture. Thus, the primary object of treatment must be the relief of pain, and the restoration of mobility, and, if it can be shown that operation is safe, then internal fixation is surely the most efficient way of achieving,this object. The truth of this has long been recognized in sub-capital fractures, but in the trochanteric group opinion is divided, although the pain and bruising are usually greater, and the average age a decade higher.
The case for operative treatment of trochanteric fractures may be put under four headings:
(1) Lowered mortality. (Table I) , and I would quote two consecutive series, one of cases treated conservatively, the other by operation. It may be argued that complications are more common after operation, but this was not so. Only 1 in 110 died of a pulmonary complication (embolus), and there were only 2 cases of severe respiratory infection-a remarkable figure, considering the high incidence of associated pulmonary diseases. Some complications are peculiar to operation, but the only one which occurs with any frequency is coxa vara (24 cases). The incidence is the same as in the conservative series, and I do not believe that the method of treatment has any bearing on the development of the deformity. It will occur in all cases in which the inner cortical buttress is destroyed, or in which reduction of cortical overlap has not been achieved.
The greater comfort and mobility after operation cannot be denied. Free mobility is present within a few hours, and the patient sits out of bed on the first post-operative day. The claim for improved function is difficult to prove, but I believe that function is better after operation. 63 out of 98 survivors had virtually full hip function, and in only 8 was there considerable restriction of movement. Knee function was even better, particularly when one considers the effect of traction on the aged knee-jointonly 3 out of 98 with less than 180 to 90 degrees.
In the treatment of trochanteric fractures by nail-plate fixation:
(1) The operation should be regarded as an emergency, with adequate facilities available.
(2) A small blood transfusion is given to all aged patients, to combat general debility as much as blood loss.
(3) Aspiration of mucus from the trachea by endotracheal tube at the end of the operation seems to have contributed to the low incidence of pulmonary complications.
(4) In linear fractures the rotational position is unimportant. In comminuted fractures, the fracture having been caused by external rotation violence, the limb must be put up in external rotation to close the gap. In these more difficult cases the limb should be placed in about 20 degrees external rotation, and this amount increased if necessary until a pinnable position has been obtained.
(5) Perhaps the most important point is the realization of how these fractures differ from fractures of the neck of the femur. The insertion of a Smith-Petersen nail must be a precise affair, with careful judgment of the length and placing of the nail. In trochanteric fractures the nail-plate has but to hold the neck and shaft together in order to permit early mobility. The nail must not be too long nor placed too high and the reduction must be such as to make nailing possible, but there is much latitude. The emphasis is on the patient and not on the fracture, for an early and swift operation and the immediate resumption of mobility may be life-saving measures.
(6) Immediate weight-bearing may be permitted in trochanteric fractures, where cortical stability has been restored. In the remainder it is best delayed for several weeks. Mobility, however, is essential, and many an aged patient will be unable to manage crutches without putting the affected limb to the ground. In some of these, both in the trans-cervical and trochanteric groups, the advantages to be gained by early ambulation will far outweigh the risks incurred, and early weight-bearing may be permitted.
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There are three main elements which prevent the surgeon from permitting early weight-bearing; Firstly, there is the fear of separation at the fracture line. Weakness here is due to inadequate reduction, bad pinning, a failure of adequate impaction and the angle of the fracture (Pauwels). If a technically satisfactory pin is inserted immediate post-operativS weight-bearing is possible. In less satisfactory pinnings weight-bearing can be delayed or reduced by the use of crutches. Secondly, the occurrence of avascular necrosis. This is largely determined by the damage done at the time of the accident. The chief factor influencing it subsequently is the time of reduction which, by reducing soft tissue tensions, may aid early restoration of circulation. Weight-bearing may result in early signs of head collapse but cannot influence the occurrence of the tragedy. Thirdly, non-union. This is closely related to the fear of separation of the fracture surfaces. If they do separate, non-union or delayed union is likely to occur. Occasionally weight-bearing, by closing up the gap between the head and neck, may actually hasten union. Impaction is, in general, more important than position and for this reason it is better to nail the head in slight posterior rotation and excessive internal rotation in reduction is undesirable.
Early weight-bearing has now been practised in suitable cases for four years and 40 cases have been followed up. The average stay in hospital was seven and a half weeks. The date which the patient was allowed to bear weight varied from two to six weeks and this was dependent on the weight of the patient, the recovery of the muscular control with bed exercises, and the efficiency of the pin, judged radiologically.
Although accurate comparison with other surgeons' figures is extremely difficult, there was no evidence in the groups of cases investigated to show that early weight-bearing exerted any deleterious effects.
It is apparent from all reported results of fractured femoral necks that approximately one-third are failures or unsatisfactory. 10% of these are accounted for by avascular necrosis. Only a small percentage are due to the complications of old age. The majority of the complications are due to bad pinning. It should be emphasized that the figures given are from a mixed group of surgeons, and that an individual surgeon, taking special care, can achieve considerably better results. The ideal position for the pin, as far as weight-bearing is concerned, corresponds to that worked out for other reasons, namely a longish pin lying low in the femoral neck and tangentially to the calcar femorale.
The greatest hope of improved results lies in the improvement in surgical technique. Dr. J. B. Wyman, Westminster Hospital: Anesthesia.-Anaesthesia in the aged is an everyday procedure. In 1951, the number of patients anesthetized at Westminster Hospital over 70 years of age was more than four hundred. It was at once apparent that old people tolerated both anesthesia and surgery extremely well and that no patient need be denied an operation on the basis of age alone. The general condition was far more important than the number of years they had survived. They do extremely well with the same drugs and the same methods as for other patients, and if all goes well they do not deviate from the normal post-operative course. Therein lies the key to the behaviour of the aged. If all is straightforward, the patient pursues an even course, but with the smallest error of judgment disaster threatens. A slightly obstructed airway will affect an aged myocardium in a short time. The simple post-operative chest will, due to toxic and mechanical strain, throw a great burden upon an aged heart and incredibly quickly renal and liver failure complete the disastrous sequence.
Old people do not like to be divorced from their everyday surroundings and the sooner they are operated upon the better. In the preparation for operation morphia must be used sparingly and in small doses, as it produces profound respiratory depression which will affect the anxsthetic.
Atropine must be given as, in addition to its other functions, it will help to combat the respiratory depressant action of the morphia. Hyoscine or scopolamine should be avoided as "hyoscine mania" is a very real thing. Old people are sufficiently disorientated after an accident without the addition of this drug. Similarly, barbiturates excite these patients. Both scopolamine and barbiturates are sedatives but not analgesics and if given in the presence of pain are more likely to cause delirium than sedation (Goodman and Gillman).
Pentothal may be used for inducing anxesthesia and though there is nothing inherently dangerous in the drug itself its administration is fraught with danger. In old people the amount of Pentothal to be given must be greatly reduced. The more feeble and frail they are, the closer the anxsthetic dose approximates to the lethal dose and the margin of safety narrows considerably.
The aged require far less of any anesthetic agent to achieve the required depth of anesthesia. Post-operative chest complications are still to be feared despite antibiotics. It is therefore especially reassuring when old persons deny bronchitis or even cough for they are far less prone to lung collapse or bronchopneumonia than the bronchitic, however mild. UJnheralded pulmonary emboli are a common cause of chest symptoms and signs. Anticoagulants carry their own risk due to the danger of senile purpura. They find a place when the heart is unsound because pulmonary emboli are powerful cardiac decompensators.
The central nervous system in old people is often subject to faulty integration and slow reaction time. Sudden tumbles are well known to the surgeons, who have to repair their effects; yet nothing abnormal may be found on the minutest examination.
The ease with which damaged tissues may repair, even in advanced age, reminds us that ageing is a physiological process of involution and gradual atrophy, not degeneration; hence attention to the general nutrition of the patient may be amply repaid. Old people may be in a state of malnutrition, though by no means wasted, because of an inadequate diet lacking in essential proteins and vitamins. Casilan, proteolysed liver and vitamin capsules B.P.C. may be given for three to four weeks after a fracture. Tuberculosis, diabetes, hypothyroidism and anemia are readily overlooked. Fortunately all these can now be controlled. If there is much osteoporosis of endocrine origin stilboestrol may be helpful.
Thanks to excellent anaesthesia the risk to-day has shifted from the operation to the post-operative period when shock, cardiac failure, sepsis and emboli still take their toll. Nevertheless the correct attitude towards the aged sick requiring surgical intervention should be one of cautious optimism. On the question of cervical and sub-capital fractures of the femur he expressed regret that more had not been said of the use of the Judet prosthesis in fresh cases of these fractures, and expressed the view that our limited experience so far, in using these prostheses in such cases, seemed to show that the principle of substitution of an inert artificial head for the fractured, and too often wholly or partly dead, head, looked like being acceptable in the really aged, that is to say, the eighties, eighty-fives and nineties. In these cases he suggested that their remaining years on earth were too short for them to spend months and even years, waiting to see (a) whether they had achieved union of the fracture, and (b) whether union was followed by good function. In a large number of cases in this age group, the patients were too feeble in any case to make use of the necessary aids to non-weight-bearing, and if their fractures were pinned, would be condemned to bed or a chair for many months.
The younger cases that had come under review, namely the 60-year olds, and 70-year olds, he contended should still have their cervical fractures pinned, for if the result was unsatisfactory, they still had reasonable time in whicX to have a Judet arthroplasty carried out. This would remain the method of choice until further prolonged experience of the Judet prosthesis showed that it was capable of supplanting the Smith-Petersen pin in all cases.
Mr. Vaughan-Jackson finally expressed the view that while the Judet prosthesis is quite satisfactory mechanically in cases of osteo-arthritis of the hip where the neck is intact, it is probably not in its present form the ideal prosthesis for use in fresh fractures where the cancellous and cortical structure of the neck is to a great extent disintegrated, and that therefore further experimentation with modifications is desirable.
In support of his contentions, he quoted briefly the results of an analysis of 19 cases of fractured femoral neck treated with the Judet prosthesis.
Mr. K. I. Nissen, referring to the immediate treatment of sub-capital fractures in aged patients, said that his experience with the Judet prosthesis had been rather uneven. Frequently the fracture was comminuted to some degree, with a considerable area of the posterior cortex of the neck missing and fissures extending into the region of the calcar femorale. Sometimes the remainder of the neck was almost hollow. For these reasons a firm seating of the prosthesis might be difficult to obtain, even when it was inserted in a valgus position. In one patient the prosthesis had gradually become almost horizontal and in two others the radiographs suggested that the track for the stem had become greatly widened. Crutches used for some months after operation might help to avoid such trouble.
